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The was an ESRD federal complaint
inivestigation.

Complaint INO0104067 - Unsubstantiated: Lack
of sufficient evidence.

Date of survey: 3/8/2012

Facility #: 003241

Medicaid #: 200827190A

Surveyor: Susan E. Sparks, PHNS

DSI Central Fort Wayne Renal Center is in
compliance with 42 CFC 494.70 Patients' Rights,
494.90 Patient Plan of Care, and 494.100 Care at

Home as it relates to this complaint.

Quality Review: Joyce Elder, MSN, BSN, RN
March 13, 2012
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days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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